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 This was a revisit for the federal recertfication 

and state re-licensure hospice survey completed 

on 6-13-12, 6-14-12, 6-15-12, and 6-18-12.

Facility #:  005816

Survey Date:  7-26-12

Medicaid Vendor #:  200845180FW

Surveyor:  Vicki Harmon, RN, PHNS

Five conditions of participation and 37 standard 

level deficiencies were found to be corrected as a 

result of this survey.

Angels of Mercy Hospice was found to be in 

compliance with Conditions of Participation 42 

CFR 418.54 Initial and Comprehensive 

Assessment of the Patient; 418.56 

Interdisciplinary Group, Care Planning and 

Coordination of Services; 418.100 Organization 

and Administration of Services; 418.108 

Short-term Inpatient Care; and 418.112 Hospices 

That Provide Hospice Care to Residents of a 

SNF/NF or ICF/MR.

Quality Review: Joyce Elder, MSN, BSN, RN

July 26, 2012
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